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SUMMARY

Introduction: Among people affected by cancer, the impairment of quality of life of people affected by cancer can cause have
devastating effects. The self-image of patients after post-laryngectomyzed patients may be find themselves compromised, affecting
the quality of life in this population.

Objective: To characterize quality of life in related to communication in people who have undergone went total laryngectomy
surgery.

Methods: This is an observational study, with a cross-sectional and descriptive series.

Design of series study. The sample were comprised 15 patients interviewed the period from January to February of 2011. We
used the Quality Protocol for Life Communication in Post-laryngectomy adapted from Bertocello (2004); which this questionnaire
contains 55 questions. The protocol was organized from the nature of using responses classified as positive and negative aspects,
proposals in with respect to five 5 communication domains: family relationships, social relationships, personal analysis;
morphofunctional aspect, and use of writing. To promote and guarantee the autonomy of the respondents, was examiners made
use of used assistive technology with the Visual Response Scale.

Results: The responses that total laryngectomy compromises the quality of life in communication amounted to 463 occurrences
(65.7%), and that who responses suggesting good quality of life were represented with amounted to 242 occurrences (34.3%),
from a total of 705 occurrencesresponses. From Among the five 5 Communication domains, four 4 had percentages of above
63% for occurrences of negative content for impact on communication. Appearance Morphofunctional appearance gave the
had the highest percentage of negative content, amounting to 77.3% of cases.

Conclusions: The results showed important limitations of a personal and social nature due to poor communication with their
peers. Thus, there is a need for multidisciplinary interventions that aim to minimize the entrapment of negative impact on these
people communication among these patients.

Keywords: quality of life; laryngectomy; communication; protocols.

total laryngectomy. Despite his statement efforts to be
very careful, thatis, and operate only when it has there is
ahigh degree of infiltration and involvement (stages Il and

INTRODUCTION

For the year 2012, in Brazil, it is an expected 6,110
new cases of laryngeal cancer are expected, with an
estimated risk of 6 cases per 100 000 individuals. The
Laryngeal cancer is the sixth most frequent in the Northeast
region (4/100 000).), seventh in the South region (9/100
000) and North regions (2/100 000), occupies the seventh
position; eighth in the Southeast region (8/100 000),
eighth, and ninth in the Midwest region (5/100 000), the
ninth (1) position.

The Therapeutic procedures indicated for patients
suffering from laryngeal cancer in advanced stages is the

IV) (2-4), changes in chewing, deglutition, breathing, and
speech (5) presents serious complications asin the patient’s
life, particularly in interaction with their peers. The self-
image of laryngectomiyzed patients may be find themselves
compromised, further affecting the quality of life in this
population (6-7), and may also result in pain, postural
changes, difficulty in performing daily tasks, and sleep
disorders (2,8-12).

The Communication is put effected into the society
through various codes used by men individuals to express
their views ,and to represent things, beings, and ideas;,
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and among them these codes, the most important is the
language. Many authors describe the impact of
communication and adaptation after laryngectomy in
surviving patients with survival(13-17). The ability to
communicate hasa very strong association with improved
quality of life (13-17). However, other studies do not
have point to report the existence of a correlation
between quality of life and speech (18).

While there is no consensus on the concept of
quality of life, three 3 fundamental aspects related to its
construct nature were obtained through the work of a
group of scholars from different cultures. They are (1)
subjectivity, (2) multidimensionality, and (3) presence of
positive dimensions (e.g.: mobility) and negative (e.g.:
pain). The development of these elements led to the
definition of quality of life as “’an individual’s perception
of their position in life in the context of (the) culture and
value system in which they live and in relation to their
goals, expectations, standards and concerns”;” defined by
the WHOQOL GROUP (19).

The impairment of quality of life of people affected
by cancer can cause devastating damage to entire families.,
This is especially true when the head of the family who
is the provider of the only source of income gets sick,
being the provider of the only source of income, as well
as when one 1 parent is affected by the disease and
children come to exercise have to care activities of the
family, failing to take live their lives within according to
the standards expected for their age (1).

To this end, we applied the Protocol for the
Evaluation of Communication Satisfaction of Patients after
Total Laryngectomy adapted from Bertoncello (20) (Table
1), a validated instrument that measures the degree of
satisfaction of the patient with his/her’s communication
after total laryngectomy, and presents objective questions
that facilitate the participant’s response.

In order to post scenario, Communication difficulties
permeate family, professional, and social relationships of
afamily, professionaland social, uniquely affecting uniquely
the quality of life of these subject’s patients (20). This
article aims to evaluate the satisfaction of communication
and its relationship to quality of life in patients after total
laryngectomyzed.

METHOD

Thisisan observational study, witha cross-sectional
descriptive. Design of series study. This study is part of
the research entitled “”Quality of life and its relations with
the use of diagnostic technologies in human

communication disorders in rural workers who underwent
total laryngectomy,” ,” Call MCT/CNPq/Health-CT/MS/
SCTIE/DECIT n°. 67/2009 - REBRATS, with approval by
the Ethics Committee in Research of Pernambuco Society
for Fighting Cancer/Cancer Hospital of Pernambuco, n®.
67/2010.

We adopted the following profile of volunteers to
participate in the study: (a) Inclusion criteria were as
follows: an aged between 40 and 75 years; both sexes;
who underwent surgery for total laryngectomy with or
without neck dissection; at least 45 days; adjuvant
radiotherapy; being serviced at the Speech Pathology
(SEFON) Department of Head and Neck (DCCP) from
the present hospital; and signature on the Instrument of
Consent (TCLE).; (b) Exclusion criteria criteria were as
follows: previous head and neck surgery; hold another
type of laryngectomy, or tracheotomy prior to total
laryngectomy; alternative route of feeding way prior to
total laryngectomy or present at the time of application
of the protocol, ; patients who underwent history of
postoperative complications (pharyngocutaneous
phystula, dehiscence, and tissue necrosis); previous frame
of difficulty in understanding simple commands or
neurological/neuromuscular/neurodegenerative disease,
;and individuals who refuse to participate on in the study.

Data were collected and applied on a chip
containing participant personal data items relating name,
age, gender (male/female), schooling, and occupational
status functional (active and retired). On the basis of the
schooling, topic the participants were organized into four
4 groups: (illiterate; 1 to 4 years of schooling; 5 to 8 years
of schooling; and 9 to 11 years of schooling). Here goes
for clarification regarding the adoption of the schooling
classification criteria. From the Federal Resolution no. 4 of
07.13.2010 (21), which stablisheds the National General
Curriculum Guidelines for Basic Education, and made 9
years of primary education it became compulsory primary
education with nine years. However, we chose to keep
the schooling calculations given on eight years of
compulsory education, considering that the our research
sample was composed of adults and elderly, who would
have been schooled so when the previous regime statute
still in force with eight years of schooling was still in force.

All patients were in had adapted of an esophageal
speech process, since because the service of this hospital
does not offer the traqueosophagic or electronic larynx
prosthesis. The research population belonged to low-
income groups and generally therefore also has had no
own spare resources for acquiring them prostheses on
their own.

Subsequently, we applied the Protocol for the
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Table |. Functional assessment of communication with patients after total laryngectomy. Adapted from Bertoncello (2004).

Issues Commu- Notat Somewhat  More Very  Very much  Tota
nication  all true true true true true
domains  score score score score score
n (%) n(%) n(%) n(%) n(%)
| Before surgery my way of speaking was easy to understand RS~ 2(13.3%) 3(20%) 1(6.7%) |(6.7%) 8(53.3%) I5
2. My way of speaking interferes with my work RS NA NA 2(13.3%) NA | (6.6%) 3
3. My way of speaking interferes in the relationship with my family RF 3(20%) 1(6.7%) 3(20%) 3(20%) 5(33.3%) I5
4. My way of speaking interferes with the interaction with others RS 3(20%) - 4(26.7%) 4(26.7%) 4(26.7%) 15
5. | stopped attending parties (social gatherings) because of
embarrassment caused by my manner of speaking RS 6 (40%) - [(6.7%) 1(6.7%) 7(46.7%) I5
6. When | go out | choose less crowded streets to not find
known people AP 9(60%) 1 (6.7%) - - 5(33.3%) 15
7. My friends stopped coming to my house because of my
difficulty speaking AP 6(40%) 1(6.7%) 3(20%) 2(13.3%) 3(20%) 15
8. | do not answer people when they ring my doorbell AP 5(33.3%) |(6.7%) - [ (6.7%) 8(53.3%) I5
9. 1do not answer the phone due to my way of talking AP 3(20%) - - - 12 (80%) I5
10. My way of speaking requires a greater respiratory effort AM - - - 4(26.7%) 11(73.3%) I5
I'l. My way of speaking requires greater effort AP - - - 4(26.7%) 11(73.3%) I5
[2. My way of speaking requires greater motivation AP | (6.7%) - 3(20%) 4(26.7%) 7(46.7%) I5
3. Talk me pain AM  9(60%) 1(6.7%) 1(67%) 1(6.7%) 3(20%) 5
[4. Talking causes me pain AM  4(26.7%) - 4(26.7%) 3(20%) 3(20%) 14
I5. I have to make effort to talk AM  2(13.3%) 3(20%) 1(6.7%) 1(6.7%) 8(53.3%) 15
|6. Some people have trouble in understanding me RS [(6.7%) 1(6.7%) 2(13.3%) 2(13.3%) 9(60%) I5
|7, Most of people have trouble in understanding me RS | (6.7%) - - 5(33.3%) 9 (60%) I5
I8. It seems that people are bothered with my way of talking RS~ 5(33.3%) 2(13.3%) 3(20%) 2(13.3%) 3(20%) I5
19. My way of speaking embarrasses me AP 5(33.3%) - 3(20%) 2(13.3%) 3(20%) 13
20. | get annoyed when people ask me to repeat what | said AP 7(46.7%) |(6.7%) 2(13.3%) 3(20%) 2(13.3%) I5
21. My speech is the same after surgery AM  12(80%) 1 (6.7%) - - 2(13.3%) I5
22. | have difficulty in speaking some words AM 1 (6.7%) 1(6.7%) - 3(20%) 10(66.7%) I5
23. | can be understood in a telephone conversation RS 9(60%)  3(20%) - 3(20%) - I5
24. Only my familyFamily can understand me RF 3(20%) 2(13.3%) 2(13.3%) 4(26.7%) 4(26.7%) I5
25. Only one person in the family understands me and she
always helps me to explain my speech to the others RF 5(33.3%) - 3(20%) 4(26.7%) 3(20%) [5
26. There are some people in my family that do not talk to
me because they do not understand my speech RF 2(13.3%) - 2(13.3%) 2(13.3%) 9(60%) I5
27. My family has no patience with me because of my speech ~ RF 9 (60%) - - 3(20%)  3(20%) I5
28. People finish the conversation with me when they do not
understand what | say RS 4(26.7%) - 4(26.7%) 1 (6.7%) 6(40%) I5
29. People pretend that they understood what | said AP [(6.7%) 1(6.7%) 3(20%) 3(30%) 7(46.7%) 15
30. Only my friends can understand me RS 9 (60%) - 3(20%) 2(13.3%) |(6.7%) [5
31. I need someone to explain (translate) my speech because
other people do not understand me AP 3(20%) - 3(20%) 1 (6.7%) 8(53.3%) I5
32. | cannot be understood by anyone AP 10(66.7%) 1(6.7%) 3(20%) - | (6.7%) I5
33. | cannot be understood by anyone so | use the writing EU  6(40%) 3(20%) - 3(20%)  3(20%) I5
34. My speech is always understood AP [(6.7%) 5(333%) 6(40%) 2(13.3%) 1(6.7%) I5
35. My speech most of the time is comprehensive, there is a
need for repetition AP 1 (6.7%) - 2(13.3%) 7(46.7%) 5(33.3%) 15
36. My speech is usually understandable, but does not
require theface to face contact AP 8(53.3%) 1(6.7%) 3(20%) - 3(20%) I5
37. My speech is usually understandable, but it is not necessary
to write some words for people to fully understand me AM  6(40%) - 3(20%) 5(33.3%) 1(6.7%) I5
38. My speech is difficult to be understood AP 2(13.3%) - 3(20%) 3(20%) 7(46.7%) I5
39. | get annoyed when people do not understand my speech AP 4(26.7%) - 6(40%) 2(13.3%) 3(20%) 15
40. My speech is never understood, | have to use written
communication AM  9(60%) 1(6.7%) 2(13.3%) 1(6.7%) 2(13.3%) 15
41. Ifind it difficult to produce certain types of sounds AM  1(6.7%) - [ (6.7%) 3(20%) 10(66.7%) I5
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Cont. Table |. Functional assessment of communication with patients after total laryngectomy. Adapted from Bertoncello (2004).

Issues Commu- Notat Somewhat  More Very  Very much  Tota
nication  all true true true true true
domains  score score score score score
n(%) n(%) n (%) n (%) n(%)
42. | can sing AM  10(66.7%) 2(13.3%) - 2(13.3%) 1(6.7%) I5
43. | can change my tone of voice AM  9(60%)  3(20%) - 2(13.3%) 1(6.7%) I5
44. | am able to hold long conversations with people AP 4(26.7%) 3(20%) 2(13.3%) 1(6.7%) 5(33.3%) I5
45. 1ind it difficult to maintain long conversations with people AP 5(33.3%) 1 (6.7%) - 4(26.7%) 5(33.3%) I5
46. My communication got worse after surgery AP 2(13.3%) - 1 (6.7%) 3(20%) 9 (60%) I5
47. My communication improved after surgery AP 9(60%) 3(20%) - 2(13.3%) 1(6.7%) I5
48. After surgery | stopped expressing my ideas because of
the difficulty of talking AM  2(13.3%) - [(6.7%) 3(20%) 9 (60%) 15
49. | can speak to family members on the phone RF  12(80%) - - [ (6.7%) 2(13.3%) I5
50. I can talk to friends on the phone RF - 12(80%) - 1 (6.7%) - 2(13.3%) 15
51. I can talk to strangers on the phone RS 12(80%) | (6.7%) - - 2(13.3%) I5
52. | can normally use my voice to communicate in social
situations RS 6(40%) - 2(133%) 1(6.7%) 6(40%) 15
53. | can normally use my voice to communicate at work RS NA NA 2(13.3%) 1(6.6%) NA 3
54. People realize that | speak differently AP - - - [ (6.7%) 14(93.3%) I5
55. When | speak people look at me differently AP 3(20%) - 2(13.3%) 2(13.3%) 8(53.3%) 15

Evaluation of Communication Satisfaction of Patients after
Total Laryngectomy adapted from Bertoncello (20) (Table
1). The adapted instrument for this study consists of fifty
five55 specific items for functional communication
evaluation with highly satisfactory reliability indices. Has
Each has 5five possible answers: (1) not at all true, (2)
somewhat true, (3) more true, (4) very true, and (5) very
much true.

Foranalysis purposes, we chose to organize the 55
questions from the Bertoncello protocol (20) in five 5
communication domains (Table 2): (1) Family Relationship,
(2) Social Relationship, (3) Staff Analysis, (4)
Morphofunctional Appearance, and (5) Writing Use. The
original numbering of the Protocol was maintained. The
protocol used has the peculiarity to of providing responses
that may indicate positive and negative characteristics
traits from the five 5 possible answers. To optimize the
responses, analysis in each domain was rated on positive
and negative aspects.

All participants were treated in the SEFON of the
hospital, a reference institution center for oncology
treatment in the North and Northeast of Brazil. In SEFON,
the patients receive speech therapy before and after
surgery to and orientation and rehabilitation of chewing,
deglutition, and voice functions. Fifteen individuals post-
who underwent laryngectomy participated voluntarily at
in this study., The study population included two 2
females women (13.3%) and thirteen 13 males men
(80.0%), aged between 47 and 73 years with a mean age

of 62.8 years. The collected surveys were performed
from January to February 2011.

Considering the profile for research participants
who were illiterate or poorly schooling, we chose to read
the protocol by the researcher, where and the participant
would only choose one answer for each question
presented; giving also the patients the option of reading
the protocol by themselves. To obtain more reliable
answers produced by the participant, and considering
that the public profile of the research presents difficulties
inspeech production due to laryngectomy, we designed
afeature assistive technology: the Visual Response Scale.
Depending on The Technical Assistance Committee, at
the ATA’s Seventh Meeting of the Committee on Technical
Assistance, Special Secretariat for Human Rights (22)
stated as follows:

Assistive technology is an area of knowledge, of
interdisciplinary character, which includes products,
resources, methodologies, strategies, practices, and
services thataim to promote the functionality, related to
the activity and participation of people with disabilities,
incapacities or reduced mobility, seeking autonomy
independence, quality of life and social inclusion. (BRAZIL,
2007).

The instrument contained in staggered columns
with a single color (blue), where each column had a
lighter tone subsequent number of responses related to
the protocol. The participantindicates the desired response,
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Table 2. Functional assessment of communication in patients post-after total -laryngectomy. Adapted from Bertoncello (2004):

positive and negative aspects.

Communication Domain Matter Relating
Positive Aspect(+) Negative Aspect(-)

Family Relationship(RF) 49, 50 3,24, 25,26,27
Social Relationship(RS) |, 23,28,51--53 2,4,5,16,17,18, 30,
Self Analysis (AP) 34, 35, 36, 47 6,7,8,9,11,12,19,20,29,31,32,38,39,44, 45, 46, 54,
55
Morphofunctional aspects (AM) 21,41,42,43 10, 13, 14, 15,22, 48
Writing Use (UE) 37 33,40
Table 3. Profile of research of participants research.
Name Gender Age Schooling Active

Male Female lliterate [to4years Sto8years 9to |l years
PAC | | 68 | |
PAC?2 | 65 | |
PAC3 | 57 |
PAC 4 | 61 |
PACS | 56
PAC6 | 86 |
PAC7 | 58 |
PACS8 | 70 |
PAC9 | 63 |
PAC 10 | 70 |
PAC Il | 57
PAC 12 | 58 |
PAC I3 | 47
PAC 14 | 57 |
PAC 15 | 73 |
TOTAL I3 2 62,8 3 I | 0 3 12
(%) (86,7) (13,3) (20%) (73,3%) (6,7%) (20%) (80%)

OBS: *These data referto the mean age of participants.

relating the column size and color depth to the order of
their responses. Please note thatappeal was presented to
the participant, however, used only with the concurrence
of the same. All caregivers were instructed to wait for the
response of the participant, allowing the subject patient
himself to answer autonomously themselves.

The average time of the protocol application was
forty 40 minutes. The analysis was performed using
descriptive statistics, usinga simple frequency and average
due to the qualitative profile of the study.

REsULTS

The scenario presented in building the profile of
participants can be seen in Table 3, relating gender, age,
schooling, and job function. Contains the following data

among the participants, 86.7% are were male and 13.3%
were female, with a mean age of 62.8 years. There is was
prevalence of low schooling, totaling (93.3%), considering
the illiterate subjects and from those with 1 to 4 years of
schooling. Of the respondents, 3 (20%) are in were
working activity and 12 (80%) are were retired.

Of the possible 825 events, 798 were recorded. The
questions no. 2 and no. 53 were related to the work, thus
twelve participants did notanswer. One participant did not
answer the question no. 14, and two non answered
question no. 19.

The responses collected from the fifteen 15
participants are were organized from three perspectives
(Table 4): (a) the five types of responses (Not at all true,
Little True, More True, Very True, and Very Much True), (b)
the Communication Domain (Family Relationship, Social
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Table 4. Results of the answers as to Communication Domain in its positive and negative aspects.
Communication Domain NPV PV MV BV MTV Total

+ - + - + - + - + -
Family Relationship 24 22 3 3 | 10 | 16 4 24 105
Social Relationship 29 29 7 3 5 19 6 17 16 40 171
Self Analysise |9 70 9 10 Il 34 I 36 10 118 328
Morphofunctional aspect 31 19 6 5 8 4 18 4 54 149
Writing use 6 I5 4 3 2 5 4 | 5 45
Total 109 I55 22 25 20 73 27 91 35 241 798

Subtitles: NPV, — not at all true; PV, — a little true; MV, — true; BV, — very true; MTV, — very much true. (+) Positive aspect, (<)

Negative aspect.

Table 5. General framework reflecting good and poor quality of life (QOL) from the responses obtained in 705 instances of positive

and negative aspects.

Communication Domain Responses Thatreflect Responses Thatreflect Total
Good Qv Bad Poor Qv occurrences
(AN)NPV/PV (APYBV/MTV (AP) NPV/PV (AN)BV/MTV
Family Relationship 25 (25,8%) 5(5,2%) 27 (27,8%) 40 (41,2%) 97 (100%)
Social Relationship 32 (21,7%) 22 (15%) 36 (24,5%) 57 (38,8%) 147 (100%)
Self Analysise 80 (28,3%) 21 (7,4%) 28 (9,9%) 154 (54,4) 283 (100%)
Morphofunctional aspect 24 (17%) 8(5,7%) 37 (26,2%) 72 (51,1%) 41 (100%)
Writing use 19 (47,5%) 6 (15%) 6 (15%) 9 (22,5%) 40 (100%)
Total 180 (25,4%) 62 (8,8%) 134 (18,9%) 332 (46,9%) 708 (100%)

General Total 242 (34,2%)

466 (65,8%)

Subtitles: QOL, — quality of life; AN, — negative aspect; AP, — positive aspect; NPV, — not at all true; PV, — a little true; BV, —

very true; MTV, — very much true.

Relationship, Personnel Analysis, Appearance
Morphofunctional Appearance, and Writing Use), and (¢)
the positive and negative aspects of each domains.

The overall picture (Table 5) reflects the responses
of participants considering which would point to a good
communication quality of life and which would point to a
poor quality of life in communication, from the number of
occurrences in each of the Communication domains,
categorizing them into two groups: the more negative
responses, like, “not at all true “ (NPV) and “somewhat
true” (PV); and, the most positive, like, “very true” (BV)
and “very much true” (MTV). Ninety-three responses such
as “very much true” (MV) had a total of 93 occurrences and
were discarded for this analysis to position themselves in
a intermediary categorization proposed by the protocol
Bertoncello (2004), aiming for greater objectivity. Thus,
instances of the analysis are added to 705 responses were
analyzed.

Of the 705 events (Table 5) present at the end of
the protocol application adapted from Bertoncello (20),
there were 97 cases for the Family Relationship domain,
147 to for the Social Relationship domain, 283 instances for
the Personal Analysis item, 141 cases for the Appearance

Morphofunctional item, and 40 occurrences for the Writing
Use Item.

The results of each items of Communication Domains
inrelation to responses that point to indicate a good quality
of life in communication (BGQVC) and those that who
suggest poor quality of life in communication (MPQVC)
were as follows: Family relationship item: - BQVC GQVC,
with 30 occurrences (31.9%) and MQVC PQVC, with 64
occurrences (68.1%); Social Relationship item: - BGQVC,
with 54 occurrences (36.7%) and MPQVC, with 93
occurrences (03.3%); Staff Analysis item: - BGQVC, with
101 occurrences (35.7%) and MPQVC, with 182 (64.3%);
Morphofunctional Appearance item: - BGQVC, with 32
occurrences (22.7%) and MPQVC, with 109 (77.3%); Writing
Use Item: - BQVCGQVC, with 25 occurrences (62.5%) and
MQVCPQVC, with 15 (37.5%). Computed responses suggest
show that our findings is of BQVCGQVC of have 242
occurrences (34.3%) and those that suggest of MQVCPQVC,
have 463 occurrences (65.7%).

DiscussioN

The protocoladopted (20) consists of direct questions
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and easily understood by participants;, however, we analyzed
the need for greater autonomy in the production of
responses by subjects. Although not shown, it is common
to caregivers or companions of people after who have
undergone total laryngectomy generally take for them the
word of speak for the patients, by because of the own
nature of the communication disorder.

In While analyzing the profiles of respondents
(Table 3), even considering the relatively small sample
size (fifteen 15 members), total laryngectomy there were
was more frequent in males (86.7%) than in females
(13.3%). This finding agrees with the literature on laryngeal
cancer, which occurrs predominantly in males, as well as
does the age of the study sample, which shows variation
between 50 and 70 years (3,23-24). According to the INCA
in 2012 (1), it is not recommended to estimate the cancer
in women in 2012 is not recommended due to its low
magnitude incidence.

The schooling of the sample was characterized as
low (93.3%), adding to consider the illiterate (20%) and
those who attended between 1 and 4 years of formal
education (73.3%). This is a common fact finding among
low-income people in the Brazilian reality. Only one 1
participant reported having schooling between 5 and 8
years (6.7%) and none between 9 and 11 years.

The profile of laryngectomized participants with a
low schoolinglevel of this research sample was also found
in other studies (20,25-20). Thus, the schooling of the
participants could interfere in the production provision of
answers as this type of activity, because these participants
are not familiar with the questionnaire is not very familiar
intheirdaily lives. However, a questionnaires answered by
the patients themselves as is a resource commonly used
tool for assessing the quality of life (24).

When we proposed the use of an assistive
technology with the Visual Response Scale was used, we
observed that this instrument helped to safety in facilitated
the responses of participants who opted for it.

Sometimes, the verbal response was associated
with the use of the instrument, reflecting the need to of the
respondent’s to ensure understanding of by the evaluator,
since it was someone outside of their immediate
communication. This behavior suggests the uncertainty of
the respondents in the use of verbal communicationin new
situations, on the part of respondents.

However, it should not fail to consider the artificiality
of communication involved in the use of a questionnaire
implementation of as an instrument of evaluation should
also be considered. Even if the evaluator seeks to perform

the activity with the greatest possible comfort for the
participant, the circumstances of impartiality can not be
disregarded. Importantly, to point out that all volunteers
have demonstrated desire and devotion in the active
participation of in the research.

Of the three subjects patients who that met the
functional occupancy (20%), all are were male and are
aged between 58 and 68 years. The total number of
retirees consisteds of twelve subjects participants (80%)
with aged between 47 and 73 years;, seven men and two
women (60%) have had a lower age for retirement, age
being a total of 60%. Thus, it is anticipated since the time
of retirement is due to the onset of cancer. Of respondents
who were working, all claimed that their voice can could
be understood, even partially, in question 53.

Inthe discussioninrelation to regarding gender, the
two women in the study have had undergone schooling
between 1and 4 years, are were retired, and their responses
indicated greater impairment in communication,
corroborating the findings by Gomes (17).

For developing a closer look, the Table 5 shows
the occurrences on the Communications domains
organized into two groups for the two responses that the
said dispute, or type responses Not at all true (NPV) and
little true (PV) and two 2 more to confirm the saying, and
they very true (BV) and very much true (MTV). The
intermediate response More True (MV) was discarded to
had provide balance in relation to nature of the responses.
With this table, we seek to sharpen the look at more
clearly outline the relationship that formed between the
quality of responses and their relationship to the quality
of life of this research population.

Writing use is presented as an alternative
communication method, used but not necessarily desired,
as soonas there is the implication of failure case of verbal
communication failed. In question 37, which talks about
discussed not using writing as a means to make himself
oneselfunderstood, a balanced was a result of the response
was obtained, where with six subjects said they disagreeing,
sixagreeing, with said and three opting foran intermediate
response, More True (MV). These results, an apparently
positive writing use item, reflected in 62.5%, still must be
balanced, taking into account the low schooling level, so
either donot make use of writing, or they use it of restricted
mode.

The Family Relationship item was the second of
more negative (69%) item, after the morphofunctional
aspect item (77.3%), according to protocol data. Patients
may have had some difficulties while answering issues
related to the Family Relationship item may have had
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some degree of difficulty to be answered, since family
members often play the role of accompanying the patient.
Still, the high rate of responses that indicate difficulties of
family interaction can be illustrated by the question 03,
which states that the respondent’s way of speaking inter-
feres with family relationships; where eight subjects (53.3%)
confirmed the said with the two more affirmative responses
and three did so withan intermediate responses, totaling
eleven repliesindicating full or partial agreement (73.3%).
This is a group composed consisted of 80% of retirees, so
the family life becomes more intense and in view of the
participants, the communication aspectis strongly marked
in a negative way.

Although the profile of the study population to
provided users of esophageal speech, Bertoncello (2004,
p-86) describes research, as in Carr et al [2000], where the
subjects, even varying the type of oral rehabilitation,
present commitments in relation to quality of life in
communication.

The morphofunctional aspect stands out for its
highest incidence in relation to others. Some data that
follow illustrate and may serve as a tipping point for both
the speech therapist, asand forrelated areas. It canbe seen
that 66.7% of patients responded positively to the items of
discomfortand greater effort (question 15and 16);. Although
not being the majority, 33.3% of patients had pain when
speaking, because it and this could be controlled. There
was a greater negative impact on all questions relating to
the act of singing (question 42, - 80%), change the in voice
tone (question 43, to 80.6%), and send producing some
speech sounds (question 22, - 80%). Faced with this
panorama this wide variety of conditions, it may be
possible tosuggest treated by multidisciplinary interventions
that will minimize it.

Talking on the phone was characterized as an
indicative outline of the difficulties presented in the
communication interaction of people post-who had
undergone laryngectomyzed, with family, friends, or
strangers (80% of respondents as “”very true” “ for each
group). In Brazil, more than fixed telephony, mobile
telephony is more prevalent than fixed telephon Brazil is
among the technologies available today, getting to have
with more lines of cell phone lines, than the number of
people in over twenty Brazilian states (27). While talking
on the phone is an activity common to most of the
Brazilians, for patients post-who have undergone
laryngectomy people this activity involves great difficulty
practice presents itself as an element of great disorder.

Regarding the Social Relationship domain, the
question 17 portrays the negative impact on dealing with
the others, where fourteen (93.3%, adding to MTV and BV)

of respondents said that most people have difficulty in
understanding them.

In this study, the following limits can be highlighted
as relevant to communication quality of life in patients
surviving after laryngectomy survival: great difficulty in
verbal interaction with family, friends, and strangers; friends
move away become distant; the phone is a feature that
worsens the communicative situation; annoyance when it
is notunderstood; physical discomfort when speaking; and
finally, failure to express their ideas.

For people who have left are able still to express
their ideas, participation in this study may had have
represented a listening moment. Professionals and families
to reflect on this data, can show how they are emotional
and social interaction committed, and the urgency of
changes in a difficult reality experienced by this group.
Perhaps, the participation of post-laryngectomy patients
has provided its own subject reflection on condition to a
right of communication.

CONCLUSION

The adapted Protocol Assessment of Communication
Satisfaction of Patients after Total Laryngectomy (21) was
relevantto the objective of this research objectives, allowing
it to have providing an overview of the communication
quality of life of those who have undergone went total
laryngectomy and presenting, asa consequence , changes
inyour previous standards of communicative functioning.
The Visual Response Scale, such provided as assistive
technology, proved to be a facilitator, contributing to an
inclusive stance against the personssubjected toundergoing
total laryngectomy.

The role of speech therapy interventions pervades
these areas of speech communication. From Among the
techniquesused, all have favorable and unfavorable aspects.
Taking into account various factors, however, none of
them allowed a satisfactory level of excellence. It will
consider wish the individual, since there is need to develop
new learning and skills to be involved by the same, which
require flexibility and adaptation, and they can notalways
reach them (28).

Concernabout the quality of life refers toa movement
in the human and biological sciences in appreciating
broader parameters that controls symptoms, decreased
mortality, and increased life expectancy (25). Quality of
life can be a very subjective concept, but subjectivity can
not be an impediment to be for enhanced techniques,
since this could lead to stagnation of this type of research
(28,29).
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Language permeates all these domains that make
constitute the quality of life, and through it the human
relations are established through language (20). After
laryngectomy, Where once there was a guy person with
fluentand independent discourse, is to present a scenario
of experience linguisticisolation and silence; imposed on
himself in the person also faces of negative attitudes,
subjective or explicit, their from social peers. Social relations
froma non-standard communication results in changes in
the behavior of some patients. The norm centrismimposed
by the different models of truth, implies paradigms breaking
inthe context of their own health professionals. Therefore,
the stigma of normality reported by Larrosa and Skliar (30)
expelled discursive spaces of various groups, among them
laryngectomyzed people.

Knowledge with more properly the questions about
of these changes thatbring them in produce social limitations,
could be a force arm the people submitted to individuals
who have undergone total laryngectomy, compared to
deal with managers of public politics, allowing more
focused on promoting health communicationactions.

The expansion of this sector of studies favors the
demystification of a non-standard human communication,
from a multiprophessional intervention, promoting
rehabilitation, recovery, or even resetting establishment of
new goals near to this for post-laryngectomyzed, with
quality of life.
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